In this paper, a 63-year-old woman was reported with recurrent abdominal pain after cholecystectomy. A retained surgical towel was seen by CT-scan in the peritoneal cavity, where it migrated across duodenum wall toward pre-pyloric region of the stomach. Endoscopic removal of the large retained gauze in size of 40 cm x 40 cm was successfully performed without laparotomy and with no complication. In the last years, the main method for removal of retained foreign objects has been open laparotomy or laparoscopy. We claimed that removal of large retained surgical long gauze is actually possible using upper GI endoscopy by expert endoscopists, and, therefore, there is no need for anesthesia or surgery as well as no occurrence of complication and laceration.
INTRODUCTION
"Textiloma" or "gossypiboma" are terms used to express a rare iatrogenic mass due to remained non-radiopaque cotton sponge that has been forgotten after abdominal surgeries (1) . The first case of a gastric gossypiboma was diagnosed by Erbay G endoscopically in 2012 (2) . Gossypiboma is composed of a cotton material that approximately remains in 1/3,000 surgical processes, such as emergency surgeries, unexpected surgical procedures, poor organization, rapid sponge count, failure in sponge counting, prolonged operations, unstable patients and operations by assistants (1) (2) (3) (4) . Retained surgical towel may present as chronic abdominal pain, nausea and vomiting after feeding because of gastric outlet obstruction, when it migrates into the GI lumen (3, 5, 6) . Diagnosis of retained surgical gauze is difficult in CT-scan without contrast, nevertheless it is possible to detect the spongiform structure, air bubbles, hyperdense regions, and spotted calcifications using contrast (1, 7) . During the last years, retained foreign bodies have been usually removed by open laparotomy.
CASE REPORT
A 63-year-old woman in whom an open cholecystectomy had been performed the previous year consulted our department. During 6 months, 20 kg significant weight loss occurred. During upper GI endoscopy, a white membrane was seen at pre-pyloric zone of the stomach. Removing it by endoscopic forceps was not possible initially and obstruction of pre-pyloric canal occurred ( Fig. 1 A and B) . It appeared that this retained gauze was too massive and long. A new endoscopy was performed one day after; we tried to remove it by endoscopic foreign body forceps, but after several hours, the retained surgical gauze entered the stomach gradually and it was impossible to pulling it out completely. A spongiform foreign body was seen in the peritoneal cavity by CT-scan, where it passed across the duodenal bulb wall, and then migrated to the prepyloric region of the stomach (Fig. 2 A and B) . Due to the existing granulation tissue, it was impossible to suture as well as probable many post-operation complications such as fistula formation, the surgeons did not agree on removing gauze by laparotomy. Because of the need of emergency surgery, upper GI endoscopy was performed in the presence of the surgical team in operation room. At first, a cylinder-shaped part of gauze was removed and then its long tail was pulled out of the stomach (Fig. 3 A and B) . Finally, removal of a 40 cm x 40 cm size long gauze by endoscopic forceps was accomplished successfully. After two days, the patient was discharged in well-being feeling and good feeding tolerance conditions, and with no abdominal pain. In follow-up endoscopy, complete healing of the duodenal wall was seen, without inflammation signs or fistulas after two month. (8) . In 2014, Henriques et al. removed endoscopically a gossypiboma migrated into the stomach leading to pre-pyloric obstruction (5). We report this case because of its large size and noninvasive removal by endoscopy without sedation or complication, and with no need of laparotomy. To our knowledge, we performed successfully and without complications the removal of intra-peritoneal retained 40 cm x 40 cm long surgical gauze by endoscopy, the major part of which was located at peritoneum and outside of duodenal wall. A B
